. THE DIVISION OF HEALTH OF MISSOURI
walih, ALED JUN 10 1957 STANDARD CERTIFICATE OF DEATH 1 040 /

STATE FILE NUMBER

Welfare B
ublic Registration District No. _._._._._............,1........._Plimury Registration District No. ..3...9...9..@...._._...“ Raegistrar's No.g.‘a“..._
Service
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decaased lived. |f institution: Rllldll’!:. h.fnrq)
Mmiskion
a a. COUNTY ADATR a STATE}EIC‘S aj RI b. COUMNTY FIAC ON
1305% b. CITY (I ewtside corporate limits, give TOWNSHIP only) | Inside Limits = ary 0 Inside Limits
- OR P
town KIRKSVILLE Yerp Neo 1own LA PLATA % | vk weo
e, EgIS_F!'_I"I:‘AAI?E SF (1f NOT in hospital, give location)|L ength of stay in 1b & STREET {If utside, give location) Reside on Farm
INSTITUTION GRIM-SMITH 5 DAY ADDRESS = —— = Yes Noh
3. NAMEI OF Firgt Middle Laxt 4. DATE Month Day Year
DECEASED Of
(Type or print) 0SCAR TINGLE HARVEY oath June 1 1957
5. SEX {/| 6. COLOR OR RACE 7. 'mm}lfzo ﬁl NEVER MARRIED [ ]| 8- DATE OF BIRTH |9. ?ar;'z g.ﬂhﬁﬁ)‘ :wlmm IDYEAR iF :::n z:‘ u:‘s
M W wipoweo [] pivorceo [} July 18, 1883 '73__ ! gi‘H j:'_') --l-
{0a. USUAL QCCUPATION (Give kind of work done | 104, KIND OF BUSINESS OR INDUSTRY [ 11. BIRTHPLACE (City and atate or country) L}I12. CITIZEN OF WHAT COUNTRTT
during most of working life, even if retired) .
Blacksmith Ret samé ¥nox Citv, Missouri USA
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
JOHN T, HARVEY ANN TINGLE
lISY‘ WAS DEC.E‘:&ED [VE:\ IN U. 5. ARMED FOR}:ES? 16. SOCIAL SECURITY NO.||7. INFORMANT Address
€4, nO, OF U aen) ‘| {1f pee. give war or dales of service)
NO I NONE MRS SARAH HARVEY 1A PLATA, MO.
18. CAUSE OF DEATHM [Enter only one cause per line for {(a), (b) end (¢).] Ig‘;E::AALNBoE;gETE:
PART |. DEATH WAS CAUSED BY: . . S
~ IMMEDIATE CAUSE (a) ﬁe K)e I KA 2 £Enm éo 2&( Ry O NS,

Conditions, if an¥. | pyc To (b)gﬂ?l Cu ?A’l? Fé?llliq %Iﬂ"/ ; — / Medfé_

which gare mfa)

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF PQSSIBLE

: a-’bove cgun . ‘ 7( :
1, .
- J soting the under- | e 00 {_hRowic I lyocA ?cf (108 ¥ 4eARS
=} PART 1b. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT n:m%n TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19, WAS AUTCOPSY
- 7L z PERFORME
3\MrFrAl Stexogrs Y Kequrar 4ty en _ YIO.X | D) ol
E 20a. ACCIDENT SUICIDE HOMICIDE | 20b. DESCRIBE Ifow INJUDY OCCURRED. (Enter natute of injury in Part Ior Part 1f of ifern 18.)
g a (8 O .
;l. 20c. TIME OF Hour Month, Dey, Year
o INJURY ‘o, m, . : - -
E pP.-m. -
X | 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e. ¢., in o7 chouwt home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT D NOT WHILE D farm, fectory, street, office Gidg., ete.)
. WORK AT WORK
N
- 21. 1 attended the deceased from - ~2/ta _é;,&iz._and Taat saw ::-::"ah've on L ~/r~7
Death occurrpd-gt ) m on the date atated above; and ta the beat of my knowledge, from the causes atated.
Za. BIGNATY ' (Degree or tgE ’ @y g : . 22, DATE SIGNED
. ~ - . |
| - Cilll b ¢-F~57
23a. BURIAL. CREMATION. /] 530-TAT Z3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State)
REMDVAL (Sprtif |- TR ; Co. Mo
BURI JUN®-4,1957 | Knox City Cemetery Knox City, Knox Co. .

\ Doctar, coroner, elc. must use only standord nomenclature in item 18. No symptoms will be listed. All
dizsooses in Part | must be casuvally related. Coroner cannot certify to a death dua to natural couses.

\J
U

&

t
i

RAL DIRECTOR ADD 25. DATE RECD. BY LOCAL REG. GISTRAR'S SiGNATURE
Pty 2l 22 fEE At 61957 Gty

{Licensed Embalmer’s Statement on Raverse Sida)




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

+ by me, or by

" working under my personal supervision..’

Student....c.oenn e criaaea e
Signature of Student Embalmer

P. O. Address La Plata,

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constitutes grounds for revocation of license).
'1f embalmed by a STUDENT, he also shall sign in his OWN handwriting.
. If this body is not embalmed, fact should be so stated above. _

* .




